The largest tumour was found in the lungs, in the basal part of the left upper lobe and this, supported by neoplastic deposits in both adrenals, suggested that the bronchial tumour may have been primary. The histological pattern of the lung tumour, however, in no way suggested the oat cell type of bronchial carcinoma usually associated with rapidly growing, widely spreading lung cancer.
On final assessment, accepting that malignant melanoma also frequently metastasizes to the adrenals, the bizarre histological pattern and the widespread tumour deposits led to the conclusion that the original tumour was probably an amelanotic malignant melanoma. A firm conclusion is not possible because no pigment was ever found in any of the sections examined histologically and indeed it cannot be stated with certainty that the urethral tumour was itself secondary or primary. Genital Actinomycosis H Wagman FRCsEd MRCOG (The London Hospital, Whitechapel, London El) R B, woman aged 29, para 2 +1. Caucasian History: Six months previously, a bout of lower abdominal pain and vomiting lasting one day. Unwell since, with anorexia and weight loss. Amenorrhoea for ten weeks. On examination: Ill-looking and febrile with an asymmetrical non-tender mass arising from left iliac fossa. Vaginal examination revealed tense, irregular swellings in both fornices; it was not possible to separate the uterus from these masses. Investigations: Hb 7.8 g/100 ml. WBC 13 600/ mm3 (neutros. 75%Y.). ESR 120 mm in one hour (Westergren). Operation 1 (29.11.72): Endometrial biopsy after blood transfusion. Histology showed a blood clot only. Operation 2 (6.12.72): Bilateral salpingectomy, left oophorectomy and appendicectomy. Findings: Bilateral tubo-ovarian abscesses (Fig 1) , 1t4 x 10 x 6 cm, were densely adherent to the colon, ileum appendix, floor and side walls of Bacteriology: (1) Branching Gram-positive rods producing a profuse growtb of organisms resembling Actinomyces israeli (Fig 2) . (2) Moderate growth of Gram-negative rods (bacterioides). Histology: Sections from the left and right abscess sacs showed multiloculated abscess cavities surrounded by chrohic inflammatory granulation tissue, foamy macrophages and fibrous tissue. Many colonies of actinomyces present. Remnants of fallopian tube were recognizable from both sides and ovary on the left. Patchy fibrosis on the appendix suggesting healed, past acute inflammation.
Discussion
Actinomycosis, a chronic granulomatous suppurative infection, uncommonly affects the female genital tract. Only 12 cases of genital actinomycosis have been described in the British Isles, the last by Stevenson (1957) , recent reports have come from USA (Farrior & Rathbun 1969) and USSR (Egorova 1967) . Actinomyces israeli, a normal commensal of the mouth, produces an endogenous infection and not an exogenous one caused, as formerly thought, by contaminated pieces of straw. The main mode of spread is by direct contact and this has led to the suggestion 'Present address: Barnet General Hospital, Barnet, EN5 3DJ that genital involvement may be secondary to ileo-caecal or appendicular disease. Blood-stream spread is the alternative method, genital infection occurring secondary to a pulmonary focus. The literature indicates that the following sites are most likely to be involved: right ovary and/or tube (38 %), left ovary and/or tube (34 %), uterus (6 %), cervix (0.1 %), parametrium (16 %), external genital (4%). Diagnosis may be difficult for the clinical features of fever, loss of weight and an2emia resemble those of chronic pelvic inflammatory disease, especially tuberculosis. A mass in the right iliac fossa or a draining sinus may be present. The sulphur granule, a profusion of branching bacteria, can be identified in the pus. The treatment is mainly conservative although judicious surgery may be helpful. Lincomycin 500 mg four times daily for six months (Moir 1970) has replaced penicillin as the antibiotic of choice on account of its ability to penetrate tissues well and its action against the bacterioides which are often associated.
Born 31.7.71 full term, normal delivery. Treated in December 1972. No history of antenatal drug treatment of her mother. At 16 months, referred with seven-day history of vaginal bleeding. Examination under aneesthetic showed a firm friable tumour arising from the middle third of the anterior vaginal wall and invading the vesicovaginal septum. The tumour did not appear grape-like and did not extend to either the cervix or the vulva. Cystoscopy: bladder mucosa intact. Intravenous pyelogram: normal renal tract; a soft tissue swelling arising from the pelvis was apparent. Chest X-ray normal. Operation (Professor C J Dewhurst and Mr David Wallace): Total cystourethrectomy, total hysterectomy, bilateral salpingo-oophorectomy, total vaginectomy and pelvic lymphadenectomy. The ureters were implanted into an ileal conduit. She was fit for discharge three weeks after operation. A year later she was leading a full life, and there was no evidence of recurrence.
The pathological specimen showed the tumour to be arising from the fibrous septum between the vagina and the bladder base. It was indenting the bladder and invading the vagina. The bladder was considerably enlarged (Fig 1) . Microscopy
